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Patients who have had cardiac surgery may experience longer hospital stays and 
increased readmission rates when there is poor care coordination between patients, 
families, and the healthcare team. Poor care coordination leads to unclear expectations of 
each phase of care, decreased compliance with postoperative care regimen resulting in 
increased length of stay, patient and family dissatisfaction, and increased rates of 
readmission. This project evaluated a Cardiac Surgery Nurse Navigator (CSNN) Quality 
Improvement program to address care coordination and improve length of stay and 
readmission rates for cardiac surgery patients. The goal was to determine whether the 
CSNN program was effective in reducing the average hospital length of stay and 30-day 
readmission rates for patients admitted for cardiac surgery. The theoretical framework 
used to explain the phenomenon was the Meleis’ transitions theory. Data regarding length 
of stay and 30-day readmission rates 12 months prior to and 12 months after the 
implementation of the CSNN program were collected from the facility’s quality 
improvement department. The results indicated that the length of stay had a slight but 
nonsignificant decrease post-CSNN implementation, from 7.35 days to 7.03 days. A 
significant decrease (p = 0.040) in 30-day all-cause readmission rates were found, with a 
rate of 10.53% preimplementation and a rate of 5.85% postimplementation of the project. 
The results suggest that the CSNN program does decrease readmission rates in the 
cardiac surgery population and therefore provides financial efficiency for the 
organization and better compliance with postoperative care regimen for patients, keeping 
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Section 1: Nature of the Project 
Introduction 
In the United States, healthcare delivery is a fragmented process that is typically 
difficult to navigate for patients who have complex health conditions and needs. Patients 
undergoing cardiac surgery are at risk for many possible complications that could 
unnecessarily increase their hospital length of stay (LOS) and readmission rates (Bardell, 
Legare, Buth, Hirsch, & Ali, 2003; Redžek et al., 2015). The nature of the project 
evaluated an existing Cardiac Surgery Nurse Navigator (CSNN) quality improvement 
(QI) project. Social change was impacted by evaluating the success of this program and 
providing recommendations for the future, which may lead to improved patient outcomes 
and reduced readmissions.  
Problem Statement 
Patients who undergo major cardiac surgery experience various complications 
when there is inconsistent communication between patients, families, and the healthcare 
team (Shadvar et al., 2015). Inconsistent communication and poor care coordination lead 
to unclear expectations of each phase of care, decreased compliance with post-operative 
care regimen resulting in increased length of stay, patient and family dissatisfaction, and 
increased rates of readmission (Bardell et al., 2003; Brooks Winship & Kuzel, 2020; Lee 
et al., 2011; Litwinowicz et al., 2015; Redžek et al., 2015; Villanueva, Talwar, & Doyle, 
2018). According to the Centers for Medicare and Medicaid Services (CMS, 2019), from 
July 2015 to June 2018, the 30-day readmission rate after coronary artery bypass graft 
surgery (CABG) was 12.8%. These patients are readmitted within 30 days of discharge 
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for postoperative complications. Included in the CMS (2019) program for hospital 
readmissions reduction are six conditions/procedures: acute myocardial infarction (AMI), 
chronic obstructive pulmonary disease (COPD), heart failure (HF), pneumonia, elective 
primary total hip arthroplasty and/or total knee arthroplasty (THA/TKA), and CABG. 
The local setting for the evaluation of the quality improvement project was a 
Cardiovascular ICU (CVICU) within a Magnet® facility of a large eastern United States 
health system. The facility had an average of 230 cardiac surgery cases (CABG and open 
valve repairs) per year. This CVICU received post cardiac surgery patients daily. It was 
important for this program to have decreased LOS and lower readmission rates because 
shorter LOS enabled patients to continue their recovery within their own home 
environment, reduced their risks of hospital-acquired infections, and helped in cost 
containment for hospitals (Bardell et al., 2003). Lower readmission rates were an 
indicator of positive clinical outcomes (Akerele et al., 2017). Twelve months prior to the 
program’s implementation in 2015, the facility’s LOS in days for patients undergoing 
cardiac surgery was 7.35 days. At the same facility, cardiac surgery patients also had a 
readmission rate of 10.5% at that same period (J. Melia, personal communication, 
December 10, 2018). In 2015, the facility instituted a CSNN program but the 
effectiveness of the CSNN program was never formally evaluated after its 
implementation. Evaluation of the CSNN program was significant for nursing practice 
because it validated the effectiveness of well-coordinated care for patients with complex 
healthcare needs. It will also provide a formal evaluation of the sustainability of the 




The gap in nursing practice that this project addressed was the lack of formal 
evaluation of the QI project with presentation to hospital leadership. The CSNN 
program was implemented at a specific facility as a quality initiative to improve care 
coordination for patients who underwent cardiac surgery at the project site, not including 
those who had left ventricular assist device (LVAD). Although current rates of 
readmissions at the facility were slightly lower compared to preimplementation rates, 
the LOS has increased indicating that problems persist. The purpose of the doctoral 
project was to evaluate the CSNN QI program implemented at this specific facility. The 
program was implemented with the goal of decreasing cardiac surgery patients’ LOS 
and readmission rates. The program was approved by the then-CVICU medical director. 
However, there was no formal evaluation of the program or report to the hospital 
leadership. In addition, the hospital has now undergone a merger with another health 
system in the past year. The formal evaluation has helped determine whether the 
effectiveness of the program changed over time. Presentation of the results to the new 
hospital administration will be valuable for the program to demonstrate their outcomes. 
There were no specific, targeted goals identified when the program was implemented. 
The practice-focused questions for this project included: 
1. Does the implementation of a CSNN program reduce the average hospital LOS 
among patients admitted for cardiac surgery measured 12-months 




2. Does the implementation of a CSNN program reduce 30-day hospital 
readmission rates among patients admitted for cardiac surgery measured 12-
months postimplementation compared to 30-day hospital readmission rates 
measured 12-months prior to implementation? 
Nature of the Doctoral Project 
The sources of evidence that were collected to meet the purpose of this doctoral 
project was data collected on LOS and readmission rates by the facility’s cardiac surgery 
quality department. Spreadsheets were used to present tabular data on LOS and 
readmission rates of patients who underwent cardiac surgery and recovered in the CVICU 
12 months prior to and 12 months after the quality improvement program 
implementation. The LOS and readmission rates are presented descriptively as a control 
chart for comparison by month, beginning 12 months prior to program implementation 
and ending 12 months after program implementation. Data describing the types of 
interventions performed by the CSNN since implementation of the QI program are 
presented in tabular format. The data for the project was obtained from the CSNN and the 
quality department manager who both agreed to share this information. It was feasible to 
accomplish the project in this setting. The gap in nursing practice that this project 
addressed was the lack of formal evaluation of the QI project with presentation to 
hospital leadership. 
Significance 
The stakeholders to this project included patients who have undergone cardiac 
surgery in this facility, their families, cardiac surgery nursing and medical staff, the 
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CSNN, cardiac rehabilitation department, physical and occupational therapists that 
worked regularly with cardiac surgery patients, the cardiac services administrator, and 
hospital leadership. Reducing LOS and readmission rates has implications for positive 
social change. Such reductions may decrease financial impact on families resulting from 
loss of income, as well as reduce clinical complications and familial stress. Shorter LOS 
and lower readmission rates can impact organizations’ patient throughput and deliver 
more cost-effective care (Akerele et al., 2017; Balaban et al., 2017; Dajczman et al., 
2013; Di Palo, Patel, Assafin, & Piña, 2017). While the goal of the program was to 
decrease the LOS and decrease readmission rates, the CSNN contributed to positive 
social change through better care coordination, enhanced customer connections by 
building trust with patients and families, assisted with better compliance with post-
operative care regimen, and kept patients in optimal health (Dajczman et al., 2013; 
Gunadi et al., 2015; Hudson et al., 2019). The project is transferable to other similar 
facilities who are working to reduce LOS and readmission rates. It may help other 
organizations determine the benefits of implementing a similar program within their 
facilities. In the section reviewing the literature, there was evidence that nurse navigators 
affected patient outcomes and this paper contributes to this growing body of evidence.  
Summary 
The implementation of the CSNN QI program aimed to improve patient outcomes 
at a specific facility. The targeted outcomes included hospital length of stay after cardiac 
surgery and readmission rate. There was a need to evaluate the program that was 
implemented to see if it has met its goal. The method to evaluate the effectiveness of the 
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program included tabulating LOS and readmission rates data on patients who underwent 
cardiac surgery and recovered in the CVICU of a specific facility, calculating the average 
LOS and readmission rates 12 months prior to and 12 months after program 
implementation, and determining if there was any decrease in the rates for LOS and 
readmission. 
Section 2 of this project restates the practice problem, discusses the concepts and 
theoretical framework used to inform this project, cites the project’s relevance to nursing 
practice, discusses the existing body of evidence related to the project, and how the role 
of the DNP student, the CSNN, and the quality department interfaced to present and 




Section 2: Background and Context 
Introduction 
The practice problem was the increased LOS and higher readmission rates among 
patients who underwent major cardiac surgery (Hospital quality department, 2014). 
These problems may be caused by poor care coordination and inconsistent 
communication between patients, their families, and the healthcare team ( J. Melia, 
personal communication, December 1, 2019; Jeyathevan, Lemonde, & Brathwaite, 
2017; Ziaein & Fonarow, 2016). The practice-focused questions for this project included 
the following: 
1. Does the implementation of a CSNN program reduce the average hospital 
LOS among patients admitted for cardiac surgery measured 12-months post 
implementation compared to average hospital LOS 12-months prior to 
program implementation? 
2. Does the implementation of a CSNN program reduce 30-day hospital 
readmission rates among patients admitted for cardiac surgery measured 12-
months post-implementation compared to 30-day hospital readmission rates 
measured 12-months prior to implementation? 
The purpose of the project was to address the gap in nursing practice by evaluating the 
CSNN implemented at a specific facility.  
This section covers the concepts and theoretical framework used in this project, 
discusses the project’s relevance to nursing practice, explains the problem as it pertained 
to the specific facility, introduces the role of the DNP student in relationship to the 
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project, and discusses the role of the project team that provided the program’s data that 
assisted in analysis and evaluation of its effectiveness. 
Concepts, Models, and Theories 
The transitions theory by Meleis (2010) was the theoretical framework used to 
inform this project. This theory is a middle range nursing theory that Meleis developed 
over a span of 4 decades as she observed human experiences and the ways they transition 
from health to acute illness and then to recovery, and how they adapt to caring for 
themselves (Meleis, 2010, as cited in McEwen & Wills, 2019) . Meleis posited that 
adaptation and coping does not only occur during times of crisis or critical events but is 
“a passage from one fairly stable state to another fairly stable state and it is a process 
triggered by a change” (Meleis, 2010, as cited in McEwen & Wills, p. 231, 2019). 
Transitions are further described by stages, milestones, and turning points, and outline 
different processes and outcomes. The main theoretical propositions of the theory provide 
a framework that recognizes and supports universal aspects of nursing, reinforce the 
nurses’ role in supporting emerging identities and life patterns, validates the nurses’ 
concerns about a changing environment for the patients, and calls for nurses to develop 
treatment that is supportive of positive outcomes (McEwen & Wills, 2019). Furthermore, 
it provides a framework that guides effective care before, during, and after transition. The 
transition experience begins before a critical event and has a variable ending point based 
on different factors (Meleis, 2010). Comprehending the variety of responses to change, 
promoting smooth facilitation of the experience, and responding to its different phases, 
and support the wellbeing prior to, during, and at the conclusion of the triggering event, is 
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what calls for the use of the transitions theory (Häggstrom, Asplund, & Kristiansen, 
2012).  
Transition experiences and subsequent responses are defined by their triggers, 
whether they are developmental, situational, related to health and illness, and 
organizational (McEwen & Wills, 2019). Developmental transitions pertain to birth, 
death, becoming a new parent, and becoming an adolescent. Situational transitions refer 
to role changes such as a new job or a promotion, divorce, or homelessness. Health-
illness transitions are those experiences of health changes, going from healthy to acutely 
ill, undergoing surgery, surgical recovery process, and dealing with chronic illness. 
Organizational transitions refer to dynamic environmental conditions that may be 
economic, social, or political in nature (McEwen & Wills, 2019). It is also dependent on 
whether the person is going through specific stressors or multiple transitions and other 
experiences they may be having, and the meaning they connect to the transition. Meleis 
(2010) enumerated personal, community, societal, and global conditions as those factors 
that may exacerbate or mitigate responses to transition. 
Meleis’ (2010) transitions theory has two parts. The first part is an intervention 
made to coordinate and support transition, all while promoting health and wellbeing and 
mastery of the change. This includes the person’s support systems such as significant 
others and a coordinated care team. The goals at this stage are to define what the person 
is experiencing at the moment, as well as what the person may expect to experience next 
by providing skills, coping strategies, psychosocial competencies, and knowledge to 
manage the transition (Meleis, 2010). The second part is a clear understanding of the 
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transition experience for the patient and their significant others. Meleis et al. (2000) 
named four major concepts of the theory: the nature of transitions, conditions of 
transitions, patterns of response, and nursing therapeutics. The nature of transitions 
incorporates properties, types, and patterns. Conditions consist of individual, community, 
and societal. Patterns of response comprise of process and outcome indicators.  
One of the preconditions of Meleis’ transition theory is that it belongs in the 
domain of nursing and is considered a central concept of nursing (Bobner, 2017; Meleis 
et al., 2000). This is because nurses are often involved with patients and families in 
various stages of transition through the health-illness continuum (Bobner, 2017; Im, 
2011). Appropriate nursing interventions can facilitate positive transitions, resulting in 
positive outcomes (Bobner, 2017; Häggstrom et al., 2012).  
Bridges’ work on transitions theory (as cited in Rancour, 2008) includes a 
roadmap to navigate major life changes. His framework has three stages: endings, neutral 
zone, and beginnings. The endings stage refers to letting go of old roles and relationships 
and old processes, which may leave patients with a sense of loss. Adjusting 
psychologically to the loss may impede physical recovery. A major difficulty is when the 
patient does not let go of the old role due to resistance to relinquish something familiar or 
having a perpetual attachment to their transitional identity. The neutral zone is the core of 
the transition process and refers to a time in between the endings and the new beginnings. 
It is characterized by confusion, unsureness, and anxiety (Rancour, 2008). It lacks 
structure and often leads to a feeling of being lost. This stage is also where new processes 
and new roles are created, and where learning what those processes and roles will be. An 
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emerging identity is also created in this stage. If there is a lack of a well-coordinated 
transition, patients may demonstrate instability and insecurity in many areas of their lives 
(Dima & Skehill, 2011). New beginnings are the final stage of transition according to 
Bridges (2004, as cited in Rancour, 2008). This is characterized by new relationships, 
opportunities and new skills, a new direction, and new purpose. According to Bridges’ 
transition theory, at this stage, nurses are in positions to facilitate patients’ explorations of 
opportunities and beginnings. This theory is also used historically to assess and intervene 
as patients transition in and out of roles when they emerge from their illness experiences 
and find substantial meaning in their suffering (Rancour, 2008). Using the concepts from 
Bridges’ transitions theory may assist nurses in their communication and ways to reduce 
patients’ anxiety as they move through the stages of transition.  
Operational Definitions 
Care Coordination:  Refers to the complete transfer of information of patients as 
they see care from multiple providers (Swan, Conway-Phillips, Haas, & De La Pena, 
2019). 
Cardiac Surgery: According to the American Heart Association (AHA, 2017), 
this is surgery on the heart and/or great vessels performed by cardiac surgeons. Data from 
patients with the following cardiac surgical procedures were included in the evaluation of 
the program: coronary artery bypass graft, aortic valve repair, aortic valve replacement, 
mitral valve repair, and mitral valve replacement. Data from patients without these 
diagnoses were excluded. 
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Length of Stay (LOS): LOS is defined as the number of calendar days a patient 
stays in the hospital for treatment and is used as a measure of quality of health service 
(Heys, Rajan, & Blair, 2017).  
Readmission Rate: Refers to all-cause hospital readmissions within 30 days of 
being discharged from the hospital (Strano et al., 2019). 
Relevance to Nursing Practice 
CMS (2017) described value-based purchasing (VBP) as financial incentives to 
acute care hospitals based on the quality of care they provide, how closely best clinical 
practices are followed, and how satisfied patients are in their hospital experiences. 
Congress approved inpatient VBP with the implementation of the Affordable Care Act in 
2010 (Pan, 2017). In January of 2015, Health and Human Services (HHS) Secretary 
Mathews Burwell released a new Medicare payment reform plan aimed more at VBP 
program measures and dimensions grouped together into four specific domains: safety, 
clinical care, efficiency, and patient experience (Pan, 2017). This propelled a large group 
of health insurers and healthcare systems to form a coalition that pledged to implement 
value-based payment systems. Currently, the hospital VBP program is designed to 
increase the quality of care for hospital patients by improving processes that ensure safe 
patient care, increase the transparency of care quality for consumers, and make patient 
experience better (CMS, n.d.). Hospitals are rewarded based on the quality of care they 
provide, and not just the quantity of services provided. Effective care coordination has an 
impact on quality of care and patient experience, therefore affecting the way hospitals are 
reimbursed through the VBP program.  
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Care Coordination & Value-based Purchasing 
Over the past 10 years, the focus of much research has been the development of 
strategies that help providers and organizations to meet the goals of VBP, such as 
reductions in readmission rates (Gunadi et al., 2015). Care coordination is a successful 
strategy for ensuring continuity of care among patients transitioning from inpatient care 
to outpatient care (Kowalkowski, et al, 2019). There is evidence that effective care 
coordination is important to preventing adverse health outcomes (Miller, et al., 2019), 
and improving the safety and care of complicated populations (McEvoy, Kennedy, & 
Davis, 2007). For best results, the literature recommends a robust team approach to care 
coordination that is directed at eliminating complex barriers to care, providing service 
improvements where necessary to support transitions, quality discharge planning, 
reinforcement of processes of communication, and task integration (Heslop, Cranwell, & 
Burton, 2019; Miller, et al., 2019; Passwater & Itano, 2018).  
Care coordination programs have been found to significantly lower readmission 
rates, improve cost effectiveness, and improve quality of care (Akerele, et al., 2017). The 
presence of patient navigators is one way of improving care coordination in hospital 
settings. Patient navigator programs have been linked to improved outcomes among 
patients with mental illness, heart failure, cancer, COPD, pneumonia, and among older 
patients (Akerele et al., 2017; Balaban et al., 2017; Dajczman et al., 2013; Di Palo et al., 
2017; Gunadi et al., 2015; Lee et al., 2011; Seldon, McDonough, Turner, & Simmons, 
2016). Specific outcomes of patient navigator programs include significant improvements 
in readmission rates, quality of life scores, LOS, anxiety and psychological distress, 
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satisfaction with their care, hospital utilization, emergency room visits, and net revenue 
(Balaban et al., 2017; Chillakunnel et al., 2016; Dajczman et al., 2013; Di Palo et al., 
2017; Gunadi et al., 2015; Lee et al., 2011; Seldon et al., 2016). In addition, Balaban et 
al., (2017), found that older patients had significantly lower hospital utilization when 
exposed to a navigator program compared to younger patients. Yatim et al., (2017) found 
that patient navigator programs reduce barriers to access to care and improve 
coordination of care for cancer patients. These findings provide evidence that such 
programs may be of particular importance to improving outcomes among the most 
vulnerable populations. Taken together, these studies support the effectiveness of 
navigator programs at improving a variety of patient outcomes including reductions in 
hospital readmission rates and LOS. There were no studies found that showed 
effectiveness of nurse navigators in the cardiac surgery setting.  
Patients who undergo cardiac surgery procedures have longer LOS and higher 
readmission rates than those undergoing other procedures. In 2013, a report from the 
Healthcare Cost and Utilization Project (H-CUP), sponsored by the Agency for 
Healthcare Research and Quality (AHRQ) indicated that the average LOS for CABG 
patients in 2010 was 10.1 days, the 20th highest among all procedures. This figure was 
projected to remain stable for 2011 and 2012. In addition, the 30-day readmission rate for 
patients that undergo a CABG procedure was 15.1% and was the 16th most commonly 
performed procedure (H-CUP Projections, 2013).  
The author evaluated whether the CSNN program reduced the LOS and 30-day 
hospital readmissions. Research indicated that patient navigator programs are effective at 
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decreasing LOS and/or readmissions among patients with cancer, cardiovascular, 
respiratory, and infectious conditions (Dajczman et al., 2013; Di Palo et al., 2017; Gunadi 
et al., 2015; Lee et al., 2011; Sheldon et al., 2016). Shorter LOS and lower readmission 
rates benefit the organization through more efficient patient throughput, avoidance of loss 
of revenue, penalties and loss of reputation (Akerele et al., 2017). Members of the 
community who may benefit from exposure to this type of program are those patients 
who are about to undergo major heart surgery as well as the clinical personnel and 
members of the organization where the care will be provided. The results of this 
evaluation of the CSNN program may also help other organizations determine whether 
implementing a similar program would bring greater value to the care they provide. The 
section on sources of evidence provides further details on the literature that supports the 
nurse navigators’ impact on LOS and readmission rates. 
Evaluation of the CSNN program provides evidence of the program’s 
effectiveness at improving communication and coordination of care through 
demonstrated reductions in LOS and 30-day readmission rates among patients who 
underwent cardiac surgery.  
Local Background and Context 
This doctoral project evaluated the CSNN program implemented in the CVICU of 
a large, urban health system in the southeastern region of the United States. This unit had 
multiple daily admissions of the cardiac surgery population requiring the assistance of the 
CSNN. The patient population in the unit was mostly the middle to older adult population 
with a diagnosis of coronary artery disease or heart failure or a type of valve malfunction 
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that requires surgical intervention (J. Melia, personal communication, December 10, 
2018). The population served was mostly from an urban area of a state capital. The 
hospital served a very diverse ethnic population of African Americans (45%), Caucasians 
(47%), those of Hispanic ethnicity (5%), and others (3%) (Hospital quality department, 
2018). The surrounding city and neighboring counties were low to middle-income class 
population (QuickFacts, Richmond City, Virginia, 2018.). The hospital’s LOS for cardiac 
surgery patients from May 2014 to April 2015, not including the LVAD population, had 
an average of 7.35 days. There was no available data comparing LOS among the area 
hospitals in this specific population. The hospital’s readmission rate for cardiac surgery 
patients from May 2014 to April 2015, not including the LVAD population was 10.5%. 
Compared to two other hospitals within a 10-mile radius, the readmission rate of the two 
other hospitals were no different than the national result: 13.2% (CMS, n.d.). 
Implementation of the CSNN program was done to further improve the quality of care to 
cardiac surgery patients. CMS (2019) specifically named CABG as one of the six 
condition/procedure-specific 30-day risk standardized unplanned readmission measures 
that is part of the Medicare VBP program that penalizes hospitals with excessive 
readmissions. Improving the quality of care in this specific population may decrease 
potential CMS penalties from the hospital. The key stakeholders that supported the 
CSNN program were the heart failure and cardiac surgery physicians and mid-level 
providers, the CVICU nursing staff, the CVICU medical director, the CVICU nurse 
director, and the cardiac services administrator. The shared governance structure of the 
hospital, specifically the nursing quality council that focused on quality-driven processes, 
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partly influenced the implementation of the CSNN program. The council was interested 
in the evaluation of the project, specifically if it had met its goal of decreasing 
readmission rates, decreasing hospital length of stay and improving patient experience. 
The CSNN program was implemented in May 2015 through the creation of a 
position of cardiac surgery nurse navigator. It was led by the then- CVICU medical 
director and CVICU nurse director. The current CSNN is one of five nurse navigators in 
the health system. All of the nurse navigators reported directly to their service lines’ 
leadership structure. Through the CSNN program, patients and families had direct contact 
with a specialized CSNN who coordinates their care as they undergo the different phases 
of care. Components of the CSNN program included pre-operative teaching, establishing 
expectations, reinforcing these teachings post operatively through actual practice, such as 
the use of the incentive spirometer. For this project, a CSNN referred to the nurse serving 
in the paid position of nurse navigator, one who coordinated care of a specific population 
that underwent cardiac surgery of some type.  
Role of the DNP Student 
I am currently a bedside nurse in the CVICU of this specific project site. I worked 
closely with the CSNN on a daily basis in the care coordination of cardiac surgery 
patients. I witnessed firsthand the amount of care necessary to affect positive outcomes 
for cardiac surgery patients and their families. Working in close proximity and frequency 
with the unit’s CSNN, I was able to observe how she communicated with patients, 
families, providers and staff to provide essential care coordination services such as:  
made sure they had everything they need for cardiac surgery, reminded them of pre-
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operative preparations, ensured that they had follow up appointments for their pre-
operative tests and lab work, met them at the office on the day they speak with the 
cardiac surgery providers, walked them through the CVICU on the night prior to their 
surgery, talked them through what they should expect to see once their family member 
has come back into the CVICU in the hours after open heart surgery, rounded with 
physicians on a daily basis to be updated on care plans, updated families on the plan for 
the day, helped bedside nurses implement post-operative measures such as using the 
incentive spirometer, and performing progressive mobility, and coordinated discharge 
measures with patients and their families. 
My role in the doctoral project was the evaluation of the effect of the CSNN 
program to cardiac surgery patients’ LOS and readmission rates. The CSNN role was 
implemented prior to my employment in the facility and therefore, I was not involved in 
the assessment of the need, planning, and implementation of the specific CSNN program. 
My motivations for the project laid in the fact that cardiac surgery was a high-risk 
procedure. Helping patients have positive outcomes, seeing them progress out of the 
CVICU and into the stepdown unit, watching them walk the hallways farther each day, 
and finally, getting to see them walk out of the door during their discharge, gave a sense 
of accomplishment. In addition, evaluating the effects of the CSNN program was 
important for me as a DNP student and nurse leader to gauge the effectiveness of 
implementing an evidence-based approach to practice. 
One potential bias was the fact that I have a close friendship with the CSNN and 
may therefore tend to have a preconceived belief that her work yields positive outcomes. 
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To mitigate potential bias, the program was evaluated using only objective data on LOS 
and readmissions.  
Summary 
Poor care coordination results in longer lengths of hospital stay and higher rates 
of readmission. The evidence that nurse navigators positively affected health transitions 
through better care coordination and more consistent communication highlights the 
contributions of this nursing role in ensuring positive patient outcomes. This project 
addressed a gap in practice by evaluating a QI project consisting of the implementation of 
the CSNN program. The LOS and readmission rates before and after the implementation 
of the CSNN program were compared among patients who received cardiac surgery at an 
urban hospital in the southeastern U.S. 
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Section 3: Collection and Analysis of Evidence 
Introduction 
As discussed in Section 1, cardiac surgery is a major patient experience that may 
result in longer hospital stays, increased dissatisfaction, and increased readmission rates 
when there is inconsistent communication between patients, families, and the healthcare 
team (Shadvar et al., 2015). Inconsistent communication and poor care coordination lead 
to unclear expectations of each phase of care, decreased compliance with postoperative 
care regimen, resulting in increased LOS, patient and family dissatisfaction, and 
increased rates of readmission (Villanueva, Talwar, & Doyle, 2018). The purpose of the 
project was to evaluate a QI program designed to address the inconsistent communication 
and poor care coordination of patients who have undergone major cardiac surgery, not 
including those who had LVAD. Evaluation of the implementation of a CSNN QI 
program was important to determine if it decreases patients’ LOS and readmission rates. 
The specific project site was a CVICU within a large, urban health system located 
in the northeastern part of the United States. This CVICU had multiple daily admissions 
of the cardiac surgery population coordinated by a CSNN. The LOS for this CVICU prior 
to the implementation of the CSNN role was 7.35 days, and the readmission rate was 
10.5%. Although the readmission rate and LOS for this specific CVICU was lower than 
CMS readmission figures for CABG, as well as the AHRQ’s readmission rates for CABG 
patients and LOS, the facility wanted to continue to improve their process (CMS, n.d; J. 
Melia, personal communication, December 1, 2019). 
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This section of the study restates the local problem, the gap in practice and the 
practice-focused questions; it clarifies the purpose and how this approach aligned to the 
practice-focused question, discusses the sources of evidence used and published 
outcomes relevant to the project, and describes how the data was collected and analyzed. 
Practice-Focused Questions 
In Section 1, it was noted that the CSNN program was implemented at a specific 
facility as a quality initiative to improve care coordination for patients who underwent 
cardiac surgery at the project site. Prior to the program’s implementation in 2015, the 
facility’s average LOS in days for patients undergoing cardiac surgery was 7.35 days. At 
the same facility, cardiac surgery patients also had a readmission rate of 10.5% at that 
same period. In comparison, the report from H-CUP in 2013 indicated that the average 
LOS  for CABG patients in 2010 was 10.1 days, and the 30-day readmission rate for 
patients that undergo a CABG procedure was 15.1% (AHRQ, 2013). The data from CMS 
from July 2015 to June 2018 showed the 30–day readmission rate after CABG was 
12.8% (CMS, 2019). 
The aim of this project was to answer the following practice-focused questions: 
1. Does the implementation of a CSNN program reduce the average hospital 
LOS among patients admitted for cardiac surgery measured 12-months post 
implementation compared to average hospital LOS 12-months prior to 
program implementation? 
2. Does the implementation of a CSNN program reduce 30-day hospital 
readmission rates among patients admitted for cardiac surgery measured 12-
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months post-implementation compared to 30-day hospital readmission rates 
measured 12-months prior to implementation? 
The practice problem of higher readmission rates and longer LOS due to poor 
care coordination was supported by literature (Akerele et al., 2017; Gunadi et al., 2015; 
Schell, 2014). The implementation of nurse navigators has been shown to improve patient 
outcomes by reducing readmissions and decreasing LOS, therefore an evaluation of the 
effectiveness of CSNN program implemented at this project site was warranted (Akerele 
et al., 2017; Balaban et al., 2017; Lee et al., 2011; Saltzberg et al., 2018; Schell, 2014; 
Seldon et al, 2016). The author compared readmission and LOS rates 12 months prior and 
12 months after the implementation of the CSNN program. In addition, the following 
parameters were used to measure interventions delivered by the CSNN and were reported 
as frequencies: the preoperative contact with patients and making appointments for them 
to meet the surgeons, preoperative education on progressive mobility for the 
postoperative phase, preoperative education on the use of the incentive spirometer as well 
as good nutrition, introducing them to the unit where they will spend their recovery 
phase, updating the families during the intraoperative phase, reinforcing preoperative 
education during the postoperative phase, and ensuring they have a follow up 
appointment with the surgeons, and understand their discharge instructions prior to 
hospital discharge. The practice-focused questions and the approach or procedural steps 
addressed the practice problem through a structured step-by-step approach of evaluation 
of an existing QI initiative aimed at reducing LOS and readmission rates among patients 
who underwent cardiac surgery. 
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Sources of Evidence 
The practice-focused questions were addressed following the QI Project DNP 
Manual of Walden University. From the Walden University library, search terms 
included nurse navigator, care coordinator, nurse care coordinator, and patient 
navigator.  It also included transition, transitions theory, value-based purchasing, 
cardiac surgery, length of stay, readmission rate, integrated care, and quality indicators. 
In reviewing the literature available on nurse navigators and their impact on patient 
outcomes, no literature specific to cardiac surgery patients was identified. Therefore, the 
literature found and reviewed was focused on nurse navigators for heart failure, cancer, 
pneumonia, and general ICU patients. The information gathered from this search was 
used to compare the types of interventions found in the published literature to the types of 
interventions conducted by the CSNN at the local setting. To answer the practice focused 
questions, data from the project site’s hospital quality department was used. The quality 
department kept data on all patients admitted into the CVICU that underwent coronary 
artery bypass graft surgery, mitral valve, and/or aortic valve surgery. This data was 
contained in spreadsheets and had information on the type of cardiac surgery done, LOS, 
and readmission within 30 days of discharge. Data on types of cardiac surgical 
procedures that patients underwent was collected to apply inclusion and exclusion 
criteria. The CSNN for the CVICU, who was an advanced practice nurse (APRN) 
contributed de-identified data on the number and types of interventions that she provided 
to patients in the 12 months following implementation of the quality improvement 
project. I submitted a formal written request to obtain the data from the quality 
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department upon ethics approval by the Walden University Institutional Review Board. 
The Walden University Institutional Review Board gave approval to proceed with the QI 
evaluation, with IRB approval number 07-06-20-0249010. 
Archival and Operational Data 
 The archival quality data that was obtained from the hospital quality department 
and from the CSNN was the LOS and readmission rates of all cardiac surgery patients, 
with LVAD patients excluded, admitted to the CVICU from May 2014 to April 2016, 
who had undergone coronary artery bypass graft and/or cardiac valve surgery. 
The data obtained was quantitative data, and it was collected 12 months prior to 
implementation of the quality improvement project, and 12 months after implementation. 
The data was collected on a monthly basis. The data from this project evaluated an 
existing QI program. No interventions were implemented for this project.  A de-identified 
data set was obtained from the hospital’s quality department and the CSNN. The DNP 
candidate who developed this capstone project stored the de-identified data set on her 
work computer in a password protected file. Any electronic communication with the 
quality department and the CSNN in relation to patient records occurred within the 
electronic security provided by the organization’s internal communication system and 
firewall. Upon completion of the DNP capstone project, the data set was stored securely 
and then will be destroyed after five years. There was no proprietary, sensitive or 
confidential information that was disclosed in the doctoral project document. 
The following strategies were used to obtain data and resources needed to 
complete the project: 
25 
 
1. The steps to evaluate the QI initiative was initiated. 
a. Examined the scholarly literature on the need for better care coordination 
among patients recovering from cardiac surgery. 
b. Obtained background information on the development, planning and 
implementation of the project from key stakeholders within the 
organization (CSNN, CVICU medical director, CVICU nurse director, 
quality department personnel, chief nurse executive, cardiac services 
administrator).  
2. Obtained administrative approval to conduct an evaluation of the QI initiative 
from project site. 
3. Upon ethics approval from the Walden University Institutional Review Board: 
a. Contacted the quality department of the facility via email. 
b. Obtained de-identified data 12 months prior to implementation of the QI 
project and de-identified data 12 months after QI project implementation.  
c. Analyzed the pre/post data and synthesize the results. 
d. Provide a brief summary of the findings to organizational leaders and key 
stakeholders, including the heart failure and cardiac surgery physicians, 
mid-level providers, the CVICU nursing staff, the CVICU medical 




Analysis and Synthesis 
The system used for recording, tracking, organizing and analyzing evidence 
included Microsoft Excel and Statistical Package for the Social Sciences (SPSS) 
software. Microsoft Excel spreadsheets were used to organize data into tables, and the 
formula function was used to compute for average LOS and 30-day readmission rates on 
a monthly basis. SPSS software was used to analyze relationships between the 
implementation of the CSNN project and the LOS and readmission rates and if the 
relationships were statistically significant. 
A Microsoft Excel spreadsheet reflected data on average LOS and 30-day 
readmission rates for a period of 12 months prior to implementation (May 2014 to April 
2015), and for 12 months after the implementation (May 2015 to April 2016). The 
average LOS was an integer reflecting number of days, and the readmission rate was the 
percentage of patients who received cardiac surgery and were readmitted within 30 days 
post discharge. The difference in average LOS and readmission rates between the two 
time periods were used to evaluate the CSNN program; a post-implementation decrease 
in either of the outcome measures were considered an indication of success. 
Summary 
Evaluating the role of the CSNN was important in establishing evidence of the 
value of this role to reducing LOS and readmission rates. The data that was collected and 
analyzed answered the practice-focused questions and clarified the relationship of good 
care coordination to lower LOS and lower readmission rates. Once this relationship was 
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established and the quality improvement project had been evaluated, the findings and 




Section 4: Findings and Recommendations 
Introduction 
A CSNN program was implemented at the local facility as a quality initiative to 
improve care coordination for patients who underwent cardiac surgery. The 
implementation of the CSNN QI program aimed to improve patient outcomes at the 
project site, specifically LOS and readmission rates among patients who underwent 
cardiac surgery at the hospital. The gap in nursing practice that this project addressed was 
the lack of formal evaluation of the QI project and lack of presentation to hospital 
leadership. The purpose of the doctoral project was to address the gap in nursing practice 
by evaluating the CSNN program implemented at the local facility. The practice-focused 
questions for this project included the following: 
1. Does the implementation of a CSNN program reduce the average hospital LOS 
among patients admitted for cardiac surgery measured 12-months post 
implementation compared to average hospital LOS 12-months prior to program 
implementation?   
2. Does the implementation of a CSNN program reduce 30-day hospital readmission 
rates among patients admitted for cardiac surgery measured 12-months post-
implementation compared to 30-day hospital readmission rates measured 12-
months prior to implementation? 
The sources of evidence used to complete this doctoral project included peer 
reviewed journals found in the Walden University Library, data from the project site’s 
quality department, and from the CSNN program. Data was obtained on the LOS and 
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readmission rates of all patients who underwent CABG and open valve repairs and 
replacements at the facility from May 2014 to April 2015 prior to the initiation of QI 
initiative, and on LOS and readmission rates between May 2015 to April 2016, after the 
implementation of the QI  project to determine its effectiveness. 
The data was obtained from the quality department as a Microsoft Excel file 
containing the following information: a count of all CVICU patients who have had 
CABG and open valve surgery from May 2014 to April 2016, the LOS for each month 
expressed in days, and readmission rates expressed as a percentage. The average LOS 
and readmission rate 12 months prior to QI implementation and 12 months after 
implementation were calculated; a graph of a monthly description of LOS and 
readmission rates before and after the implementation of the CSNN program was created 
for the purpose of comparison, and a paired t test was conducted to determine the 
statistical significance of the results.  
Data on the interventions delivered by the CSNN was also obtained from the 
project site’s CSNN. The following parameters were used to measure the interventions 
delivered by the CSNN, each occurrence was counted and expressed as a frequency:  
• Establish preoperative contact with the patients and setting appointments to meet 
the surgeons. 
• Provide preoperative education on progressive mobility necessary in the 
postoperative phase of recovery. 
• Provide preoperative education on incentive spirometer use and the importance 
of good nutrition for the healing process. 
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• Provide an introduction to the unit, either by walking them in to CVICU and 
doing verbal introductions with the staff as able, or by describing the unit to the 
patient and walking the family in to the CVICU if the patient is incapacitated or 
somehow unable to walk and visit the unit themselves. If they are already in the 
CVICU due to a critical reason, this parameter is bypassed by the CSNN. 
• Provide updates to the family in the surgical waiting area during the 
intraoperative phase. 
• Reinforce preoperative education during the postoperative recovery phase. 
• Ensure that patients have a follow up appointment with the surgeon in 1 month 
and a good understanding of their discharge instructions prior to discharge. 
Findings and Implications 
Published Evidence on Nurse Navigator Role and Effectiveness  
No literature was found on the role of nurse navigators in the cardiac surgery 
setting. Therefore, as stated in Section 3, the published evidence on the role of nurse 
navigators and their effectiveness in reducing LOS and readmission rates was conducted 
to provide a basis for interpretation of the findings of this doctoral project. Through the 
Walden University library, a search of the databases of Medline, CINAHL, Ovid and 
PubMed from the years 2007 to 2020 resulted in 35 articles about nurse navigators or 
care coordination. One referred to a patient navigator that was a community health 
worker but nonetheless assisted patients in transitioning home after hospitalization (see 
Balaban et al., 2014). The articles focused on the team care coordination approach (see 
Akerele et al., 2017; Bouras & Barrett, 2007; Di Palo et al., 2017; Gunadi et al., 2015; 
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Saltzberg et al., 2018; Toivo et al., 2019;), physicians as care coordinators (see Stumm et 
al., 2019), and nurses as care coordinators (see Kripalani et al., 2019; McEvoy, et al., 
2007; Nembhard et al., 2020; Passwater & Itano, 2018; Singh-Carlson, Wong, Trevillion, 
& Reynolds, 2018), care coordinators specific to oncology (see Passwater & Itano, 2018; 
Shin, et al., 2020; Singh-Carlson et al., 2018), and social workers in the care coordinator 
role (see Miller et al., 2019). The articles described nurse navigators in the settings for 
oncology (see Cantril, Christensen, & Moore, 2019; Loiselle et al., 2020; Passwater & 
Itano, 2018; Yatim et al., 2017), including those specific to breast cancer (see 
Chillakunnel et al., 2016; Singh-Carlson et al., 2018), psychiatry (see Akerele et al., 
2017), pulmonary (see Balaban et al., 2015; Dajczman et al., 2013), orthopedic surgery 
(see Phillips et al., 2019), colorectal surgery (see DeGrace, 2018; Bordonada et al., 2020), 
outpatient and transitional care services (see Kripalani et al., 2019; Miller et al., 2019; 
McMurray et al., 2018), acute care (see Gordon et al., 2018; Hannan-Jones, Young, 
Mitchell, & Mutch, 2019; Kripalani et al., 2019), emergency department (see Fulbrook et 
al., 2017), heart failure (see Balaban et al., 2015; DiPalo et al., 2017; Gunadi et al., 2015; 
Saltzberg et al., 2018; Schell, 2014), sepsis (see Kowalkowski et al., 2019) and 
pneumonia (see Seldon et al., 2016).  
The successful interventions described in these articles included communication 
about the plan of care (see DeGrace, 2018; Kripalani et al., 2019; Loiselle et al., 2020; 
Nembhard et al., 2020;Phillips et al., 2019; Shin et al., 2020; Stumm et al., 201), 
coordinating resources prior to discharge (see Akerele et al., 2017; Loiselle et al., 2020; 
Phillips et al., 2019; Saltzberg et al., 2018), ensuring there are follow up appointments 
32 
 
(seeAkerele et al., 2017; Balaban et al., 2017; DeGrace, 2018; Di Palo et al., 2017), 
medication reconciliation ( see Balaban et al., 2017; Di Palo et al., 2017; Gunadi et al., 
2015; Kowalkowski et al., 2019; Schell, 2014; Toivo et al., 2019), telephone counseling 
and contact after discharge (see Balaban et al., 2015; Cantril et al., 2019;Chilakunnel, 
2016; Dajczman et al., 2013; DeGrace, 2018; Heritage et al., 2020; Kowalkowski et al., 
2019; Kripalani et al., 2019; Yatim et al., 2017), assessment of and addressing barriers to 
accessing care (see Balaban et al., 2017; Gordon et al., 2018; Loiselle et al., 2020; 
Passwater & Itano, 2018; Saltzberg, et al., 2018; Stumm et al., 2019), enhancing the 
patient experience through effective patient education and team communication (see 
Bordonada et al., 2020; Bouras & Barrett, 2007; Dajczman et al., 2013; Di Palo et al., 
2017; Loiselle et al., 2020; Phillips et al., 2019; Schell, 2014; Seldon et al., 2018; Stumm 
et al., 2019;Yatim et al., 2017), and supporting patients and family members through their 
accessibility and availability (see Akerele et al., 2017; Dajczman et al., 2013; DeGrace, 
2018; Hudson et al., 2019; Loiselle et al., 2020; McMurray et al., 2018; Phillips et al., 
2019; Shin et al., 2020;Yatim et al., 2017). Twenty-seven out of the 35 articles 
documented positive outcomes including decreased LOS (see Dajczman et al., 2013; 
Kripalani et al., 2011; Lee et al., 2011; Phillips et al., 2019; Seldon et al., 2016), 
decreased odds of readmissions (see Akerele et al., 2017; Dajczman et al., 2013; 
Kripalani et al., 2019), lower readmission rates (see Akerele et al., 2017; Dajczman et al., 
2013; Di Palo et al., 2017; Gunadi et al., 2015; McEvoy et al., 2007; Phillips et al., 2019; 
Saltzberg et al., 2018), lower ED visits (see Balaban et al., 2017; Dajczman et al., 2013), 
increased compliance with disease-specific core measures (see Dajczman et al., 2013; Di 
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Palo et al., 2017; Gunadi et al., 2015; Seldon et al., 2016), improved quality of life for 
cancer patients (see Lee et al., 2011; Loiselle et al., 2020; McEvoy et al., 2007; Passwater 
& Itano, 2018), and increased patient satisfaction and care experiences when under the 
care of a nurse navigator or care coordinator (see Bordonada et al., 2020; Bouras & 
Barrett, 2007; Gordon et al., 2018; Gunadi et al., 2015; Hudson et al., 2019; Lee et al., 
2011; Loiselle et al., 2020; McMurray et al., 2018; Nembhard et al., 2020). 
The CSNN and Patient Outcomes 
 Twelve months of data on average LOS and all-cause 30-day readmission rates 
prior to the QI program was compared to 12 months of the same type of data after the 
implementation of the quality initiative.  
Effect of CSNN program on length of stay. Figure 1 depicted the monthly data 
on the average LOS for patients who have undergone cardiac surgery at the project site, 
12 months prior to and 12 months after the implementation of the CSNN quality 




Figure 1. Monthly trend of patients’ average LOS in days 12 months prior to and 12 
months after quality initiative was implemented. 
The average LOS prior to the implementation of the CSNN program was 7.35 
days (n= 12, SD= .96). The average LOS after CSNN implementation was 7.03 days 
(n=12, SD= .60). A paired t test was performed to compare group means for LOS. The 
results indicated that there was no statistically significant difference in the average 
monthly LOS when compared before and after the implementation of the CSNN program 

























































































































































































































data points falling above that trend. The slight decrease in LOS did not provide a 
definitive answer to the first practice-focused question that the CSNN program does 
reduce the average LOS for the cardiac surgery population.  
The trend towards decreasing LOS is consistent with the published literature 
which indicates that nurse navigator programs have decreased hospital LOS in patients 
with COPD, sepsis, those admitted in general acute care hospitalizations, oncology, and 
pneumonia (see Dajczman et al., 2013; Kripalani et al., 2019; Lee et al, 2011; Seldon et 
al., 2016). There are also studies published that did not have any decrease in LOS (see 
Bordonada et al., 2020; Gordon et al., 2018). My study demonstrated a small trend in 
decreased LOS with the new CSNN program. In the early stages of implementation, the 
new CSNN program possibly required changes to some of the CSNN interventions to 
increase its impact to cardiac surgery patients’ LOS over time. 
Effect of the CSNN program on readmission rates. Figure 2 depicted the 30-
day readmission rates in the 12 months prior and 12 months after the implementation of 




Figure 2. Readmission rates 12 months prior and 12 months after quality improvement 
was implemented. 
The average 30-day readmission rate prior to CSNN implementation was 10.53% 
(n= 12, SD= 5.74). The average 30-day readmission rate after CSNN implementation was 
5.85% (n= 12, SD= 6.31). The results of the paired t test indicated that there was a 
statistically significant difference in the average 30-day readmission rate when compared 
before and after the implementation of the CSNN program (t (11) = 2.333, p= .040). The 
graph also shows large variations in the readmission rates from month to month. For 
instance, prior to CSNN implementation, the readmission rate in November 2014 was 
8.3%, 0% in December 2014, and 16% in the following month of January 2015. Similar 
















































































































































































































rate was 5.6%, September 2015 saw a sharp increase to 16.6%, and October 2015 was 
3.8%. Readmission rate is the percentage of patients who received cardiac surgery and 
were readmitted within 30 days post discharge. The rate is partially dependent on the 
number of cardiac surgery patients admitted for the month. Therefore the rate may be 
higher during months of smaller cardiac surgery patient admissions. However, because 
the data gathered did not include the number of cardiac surgery patients admitted for each 
month, the reason for these variations could not be defined conclusively. I could only 
surmise that these variations are most likely a due to seasonal fluctuations in cardiac 
surgery patient admissions and sicker cardiac surgery patients being readmitted for 
multiple procedural needs.  
Lower readmission rates in the cardiac surgery population after nurse navigator 
implementation is congruent with the published outcomes of patients admitted with 
psychiatric issues, COPD, heart failure (Akerele et al., 2017; Dajczman et al., 2013; 
DiPalo et al., 2017; Saltzberg et al., 2018). This implies that the nurse navigator role in 
various specialties has a positive effect on this specific measure. The 30-day all-cause 
readmission rates for this project decreased by almost 50% which supports the 
significance of this role in the cardiac surgery population. The lower readmission rates 
during CSNN program implementation indicates the effectiveness of the specific CSNN 
interventions that were implemented. This outcome also gives this organization a good 
reputation for cardiac surgery care within the community. In addition, it supports and 
justifies the role of the CSNN in decreasing readmission. 
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Description of CSNN interventions. Table 1 contains the interventions 
performed by the CSNN during the implementation of this specific quality improvement 
project, as part of her role. These interventions were performed on a total of 211 patients 
from May 2015 to April 2016. 
Table 1.  
CSNN Interventions During QI Implementation (N = 211) 
CSNN Interventions Frequency intervention 
completed 
n 
1. Preoperative contact and facilitate meeting surgeon 211 
2. Preoperative education: Progressive mobility 209 
3. Preoperative education: Incentive spirometer and 
good nutrition 
209 
4. Introduction to the unit 206 
5. Provide intraoperative update to family 211 
6. Reinforce preoperative education in postop phase 211 




The CSNN’s primary function is the overall coordination of care of all the cardiac 
surgery patients at this specific facility. She is present from the preoperative, intra 
operative, postoperative and discharge and follow up phases of care with the main goal of 
improving clinical outcomes and processes. The CSNN’s performance during the QI 
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implementation was consistent and followed all of the job functions enumerated in her 
job description. She was able to perform interventions 1, 5, 6, and 7 for all 211 patients 
during the specific time period. She was not able to perform interventions 2, 3, and 4 on 
all patients due to some of them being admitted over a weekend, or already admitted in 
the unit and therefore did not need intervention 4. The CSNN’s interventions are very 
similar to care coordinator and navigator interventions published in the literature. 
Activities such as in-hospital daily contact with patients and families, patient and family 
education, facilitating meetings with physicians, communicating the plan of care, 
assisting with discharge needs, ensuring that discharge medications are understood, are 
all interventions in the literature congruent with the CSNN interventions in this QI 
project (see Akerele, et al., 2017; Balaban et al., 2016; Chilakunnel et al., 2016; 
Dajczman, et al, 2013; DeGrace, 2018; DiPalo et al., 2017; Gordon et al., 2018; Gunadi 
et al., 2019; Hannan-Jones et al., 2019; Jeyathevan et al., 2017; Kripalani et al., 2019; 
Lee, et al, 2011; Loiselle et al., 2020; McMurray et al., 2018; Phillips, et al., 2019; 
Seldon et al., 2016.) 
There was a strong outcome in reducing 30-day all-cause readmissions but only a 
slight trend towards improvement for LOS. These positive outcomes are supported by the 
literature describing the role of nurse navigator/care coordinator/patient navigator in the 
fields of oncology, heart failure, psychiatry, ED, surgery, and those treating COPD, 
sepsis and pneumonia (Akerele, et al., 2017; Dajczman et al., 2013; DiPalo et al., 017; 
Fulbrook, et al., 2017; Kripalani et al., 2019; Lee et al., 2011; Saltzberg et al., 2018; 
Seldon et al., 2016). The results of this quality initiative may be transferable to 
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organizations with cardiac surgery programs that are exploring methods to decrease their 
readmission rates and LOS.  
Unanticipated Limitations 
The quality improvement department indicated to me that they excluded data on 
patients who have undergone emergency cardiac surgery over the weekend. This is 
because the emergent nature of the situation would have precluded the CSNN from 
performing the QI interventions that could potentially affect their LOS and readmission 
rate.  
Social Change Implications 
The reduction in readmission rates and decreased LOS has implications for 
positive social change. Reduction of readmission rates improves the cost effectiveness of 
healthcare by avoiding reimbursement penalties from CMS, reduces the impact of 
healthcare costs to families as a result of loss of income, decreases the risk of 
complications and familial stress (Akerele et al., 2017; CMS, 2019; DiPalo et al., 2017). 
With the cardiac surgery nurse navigator program, hospital LOS could be reduced. 
Shorter LOS  increases a hospital’s efficiency and patient throughput and lower the risk 
of complications (Dajczman et al., 2013; Lee et al., 2011). The CSNN program may 
contribute positively through better care coordination, building relationships and trust, 
assistance with cardiac surgery recovery through increased compliance with post-
operative therapies, and encouraging partnerships with patients on managing their 




 This project demonstrated minimal decrease in LOS. Because the interventions 
are performed in a bundle, it was fairly difficult to associate which of the interventions 
could improve LOS. It may be necessary to look at demographics of cardiac surgery 
patients, such as age, gender, and comorbidities to determine if the CSNN program is 
more effective in lowering LOS among some patients as opposed to others. Some studies 
use discharge follow up phone calls as part of their nurse navigator interventions 
(Akerele et al., 2017; Chilakunnel et al., 2016; DeGrace, 2018). This may be added to the 
CSNN interventions to determine if it helps decrease LOS. Based upon the results of this 
project, I recommend continued tracking of readmission rates and LOS of the cardiac 
surgery patients in this facility to determine if the CSNN quality improvement program is 
sustaining its outcomes. This will give the CSNN QI program the opportunity to improve 
on, add or remove certain interventions as they trend and compare the data on a monthly 
and annual basis.  
Strengths and Limitations of the Project 
 There were several strengths to this doctoral project. The data that was collected 
prior to and after implementation of the QI initiative was readily available from the 
quality department. The CSNN has remained in her role and was an excellent source of 
background information of how the QI project was envisioned from the beginning. 
Limitations included the inability to access several of the originators of the project due to 
the turnover of staff, specifically the CVICU medical director, and the CVICU nurse 
director who spearheaded the project.  
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 Recommendations for future projects include implementing a nurse navigator in 
other facilities with similar cardiac surgery programs who are looking to decrease their 
LOS and readmission rates. Another recommendation is to evaluate the impact of the 
CSNN program on patient satisfaction scores. Several studies have documented positive 
patient experiences and increase patient satisfaction with care (Lee et al., 2011; Loiselle 
et al., 2020). This finding reflects the positive impact that coordinated care has on patient 
satisfaction. High patient satisfaction scores increase the credibility of an organization, 




Section 5: Dissemination Plan 
 The findings of this doctoral project will be disseminated through the 
organization’s Magnet® coordinator, who will receive a copy of the study results, as well 
as the cardiac services administrator, the chief nurse executive and the chief executive 
officer of the facility. The results of this evaluation will also be presented at the facility’s 
annual Nursing Symposium where studies and projects are presented to the nursing body. 
On a regional scale, I plan to submit an abstract to share the findings of this doctoral 
project to be presented at the biannual conference held by the Virginia Nurses 
Association in the form of a poster presentation. 
Analysis of Self 
 I started out this project with many doubts in my ability as a scholar. My self-
doubt at scholarly writing emerged many times during this period. Reflecting on my 
journey as a doctoral-prepared practitioner and leader, I searched for goals that would 
enable me to use all that I have learned in the DNP program. Questions of “Should I 
apply for a nurse manager job or as a professor at a nearby university?” and “Will I be a 
good enough manager or teacher?” played out in my mind. The process of completing 
this doctoral project helped me in overcoming my self-doubts as a scholar as I learned the 
various methods of scholarly writing by using the university’s resources, such as the 
Writing Center. Also, receiving consistent feedback from my committee chair and second 
member helped me fully understand the intentions behind their feedback and gave me in 
confidence in becoming a scholar. As a project manager, I was very apprehensive at 
having to contact IRBs to get the project approved. While I worked to obtain IRB 
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approval, it was helpful that my committee chair was on hand to coach me in what terms 
to use as well as to avoid. It was also helpful that the IRB team was kind and prompt with 
their response. As the project began to take shape, and the format of the project started to 
make sense, the guidance of my chair and committee member became clearer. The 
experience of having to persevere despite the many obstacles is directly related to how I 
need to pursue my long-term professional goals. My long-term goals include using my 
doctorate degree in nursing leadership roles to advocate for quality care and implement 
evidence-based changes to healthcare delivery. The development of this doctoral project 
underwent many corrections, and I likened it to the rejections experienced as a leader. I 
call them course-corrections. 
 It took me 2 years to complete the DNP coursework and the project. The 
challenges of being in school full time, being employed full time, and running a 
household full time was too much to bear on many days. I found that organizing the 
courses, taking it a week at a time, and mapping out a full school year calendar all helped 
me cope and keep up with the work. One of the best compliments I have ever received 
was from a young co-worker who asked if I was still in school. I answered yes. She said, 
“I keep forgetting that you are in school, because you just never talk about it or complain 
about it”.  
Summary 
 The role of the nurse navigator in the cardiac surgery setting is essential in 
coordinating care for patients who are undergoing cardiac surgery. It has important 
implications for organizations that hope to decrease healthcare costs while providing high 
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quality cardiac surgery care to patients. Good cardiac surgery care coordination requires a 
dedicated nurse navigator that can facilitate patient-centered care and allow better 
connections with patients as they transition from one health state to another. The CSNN 
initiative promotes positive patient outcomes among patients with complex healthcare 
needs. These outcomes include reduction in hospital LOS and readmission rates, which 
are significant in improving hospital utilization, organizational efficiency, and quality of 
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